Lower ureteric strictures are a common cause for unilateral hydroureteronephrosis, commonly resulting from previous surgeries, weather endoscopic, laproscopic or open. Devascularisation of the ureter resulting in fibrosis forms the underlying pathophysiology of stricture formation. We report a case of ureteral stricture resulting from angioembolization done for a bleeding arteriovenous malformation (AVM) of the uterus.
Introduction
The main cause for ureteral stricture are surgical trauma, impacted ureteral stones, extrinsic compression from a tumor and congenital narrowing. Ureteral stricture is the most frequent complication observed in pelvic surgery.
Ureteral strictures are typically due to ischemia, resulting in fibrosis. Wolf and colleagues defined a stricture as ischemic, when it follows open surgery or radiation therapy, whereas a stricture is considered nonischemic if it is caused by spontaneous stone passage or a congenital abnormality [1] . We report a case of ureteral stricture which developed after angioembolisation of bilateral uterine artery done for a bleeding arterio-venous malformation of the uterine cavity. 
Case Summary
A 24 year old female presented with right flank pain for 3 months. Her medical history revealed sputum positive pulmonary tuberculosis for which she received anti tubercular medication. She also had history of vaginal bleeding, following incomplete abortion, for which suction evacuation was performed. Ultrasonography revealed a mass in the uterus which showed increased vascularity on Doppler examination, suggestive of an arterio-venous malformation.
For continuous vaginal bleeding, angiography followed by angioembolisation of AVM was done with PVC beads. 
Discussion
Ureteral strictures may be classified as extrinsic or intrinsic, benign or malignant, and iatrogenic or non iatrogenic.
Benign intrinsic stricture may be congenital (eg, congenital obstructing megaureter), iatrogenic, or non iatrogenic 
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Our patient had a history of angioembolization done for a bleeding arterio venous malformation of the uterus.
Angioembolization was done for a branch of the uterine artery, which in turn is a branch of the anterior division of the internal iliac artery. Other branches of the internal iliac artery, arising in close proximity of the uterine artery are the superior vesical, inferior vesical and the middle rectal, all of which contribute to the blood supply of lower part of ureter. Jeopardization of blood supply from any of these branches, during the angioembolization process, may result in ischemia and development of stricture of the lower ureter, as happened in our case.
Conclusion
Development of ureteric stricture following surgeries or due to infection like tuberculosis is a common presentation, but that following angioembolization for any reason is unheard off. The clinical presentation of these patients are not straightforward, and a diagnosis cannot be reached unless it is kept in mind that angioembolization for arterio venous malformations of the pelvis can lead to stricture formation in the lower ureter, the basic pathophysiology being ischemia related fibrotic changes and resultant narrowing.
